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scopies under local analgesia ever ask if they could, instead, have a general anesthetic.
It was decided at an early stage in the planning that it would be unwise to build the unit on a site remote from the main hospital. Apart from the fact that this would mean the loss of our most valuable daily contact with our other colleagues, the proximity of the unit to the hospital meant that we could use several of the facilities which were available in the main hospital building: for example, heating, laundry and kitchens. Most of the radiological work is done in the main hospital X-ray department, which is in the part of the hospital beside the urological unit. Practical experience has since confirmed that a urological department should not be built as an isolated unit.
The actual bed capacity of the urological department is in fact larger than the 80 beds we have in the Meath Hospital, for we also have about 60 in St Kevin's Hospital, the main Local Authority hospital in Dublin. No urological operating is done in that hospital but patients are transferred for major operations and for cystoscopies to the Meath unit. Also, we have 20 beds for the treatment of genito-urinary tuberculosis in a small annexe some miles from the main hospital.
The Meath Hospital is one of seven Dublin voluntary hospitals which have become federated and which together form the teaching hospital for Trinity College, Dublin. The total bed complement of these hospitals is over 1,200 and the Meath unit is the urological department for that group. While there is no other urological team in the Federated Hospitals, a considerable amount of urological surgery is still carried out by the various general surgeons (except in the Meath Hospital); as this policy changes it may be necessary to increase the size of the urological unit and, in fact, it has been designed to carry another storey.
Several years ago we considered, but for several reasons rejected, a plan to install an artificial kidney in our department. It now seems, however, that some form of dialysing apparatus should be available in a large urological centre, and I think that peritoneal dialysis, or one of the simpler methods of hemodialysis now being developed, may very easily fulfil this need. Such facilities will be essential before embarking on renal transplan.ation.
The day-to-day working ofthe unit is as follows: The out-patients' department is small, but it is adequate because the load is spread by holding clinics morning and afternoon on five days a week. During the morning session the surgeon in charge also carries out four or five cystoscopic examinations in the out-patients' theatre. Operating lists are held from 8.45 a.m. until about 2 p.m. No planned operating is carried out in the afternoon. Saturday morning is devoted to formal ward rounds, clinico-pathological meetings and staff conferences.
In the seven full years that this new building has housed our department we have been well pleased with it. It is a tribute to the designers that it has received the acclaim of visitors, surgical, nursing and administrative; and, perhaps more important, of all those who work in it.
Mr J Swinney (Newcastle General Hospital, Newcastle upon Tjne)
Lest my contribution be thought too critical, I must state, in all fairness, that my relations with officers of the National Health Service and with Governing Bodies have always been most cordial. They have always been willing to discuss plans and suggestions for improvements to my department, but it is frustrating to be unable to turn plans into reality for lack of money. Faced with the almost impossible task of improving poor hospital accommodation, committees have had to spread their meagre financial resources thinly over a large responsibility, tackling only the worst radically and doing the best they can for the rest.
Faced with the accommodation and arrangements available to us when the Department of Urology started inNewcastle in 1949 we considered that we had an excellent claim for early and total reconstruction. All agreed with us, but nearly ten years elapsed before my arguments convinced authority to start planning seriously, and I freely acknowledge the help I received from a distinguished colleague and friend, who had been vicechairman of the Regional Board. He was so appalled by the conditions when he was admitted to the department as a patient that he lost no time in giving the most powerful support.
The department as it existed, and about which we complained so much, consisted of an isolated rectangular building divided into two halves by a central stairway at the top of which was a room serving as an operating theatre. This block housed 45 male patients, females being housed in a general surgical wardan arrangement which pleased no one. Out-patients were seen only once a week in the general out-patient department some 200 yards away, while all X-ray examinations were carried out at a similar distance in another direction. There was no space for cystoscopic work and no accommodation for out-patients, and we subsequently turned one of the sluices into a cystoscopy room, but at the same time reduced the grim amenities of the ground floor.
Section of Urology
The operating theatre opened not only on to the stairway but almost directly into the two upper wards. There were no facilities for dressings except in bed, and none for sterilization on the wards, except in the kitchen. The astonishing thing is that, in spite of every encouragement from me, only one patient could be cajoled into writing a complaint about the conditions.
In analysing the reasons for authority permitting such a wretched arrangement to continue for so longlack of money is, of course, basicthere is no doubt that so long as urology is not officially recognized in this country, it will continue to be regarded as the Cinderella of the specialties and receive scant consideration. No governing body need bother too much about a discipline which has no official backing and remains unnamed in lists of Ministerial statistics. Urology is combined with general surgery and this slows our material progress, making this country, as far as our specialty is concerned, one of the most backward.
Ultimately it was agreed to plan a new department based on the original building and the architects of the Board were most co-operative and helpful.
The requirements of a department of urology, isolated physically, but forming an integral part of a large general hospital, and also serving as a regional urological centre with an attachment to the University Department of Surgery, were considered. It was decided: (1) That all adult patients, male and female, should be accommodated under one roof, but that children should continue to be nursed in the p2ediatric wards. (2) That facilities for out-patients should be available at all times.
(3) That diagnostic facilities, both for radiological and endoscopic examination, should also be provided; these would serve in-patients as well as outpatients, although we thought that the two groups should be separated as far as possible.
It was obvious that proper operating theatre accommodation was necessary, and that an elevator should serve both floors. Although the site was cramped these principles have been achieved by constructing a wing at the south end of the original block which houses the out-patient consultative service.
The diagnostic section was placed between this wing and the main part of the building by alteration of the ground floor. The theatre suite was built out behind and the wards gutted and rebuilt to link with new ward accommodation above the out-patient department and theatre. By this arrangement we have 43 beds on the first floor, all male, and 10 beds on the ground floor, all female.
When an out-patient attends the unit he first registers at the office, on the right of the entrance, where all records and X-rays are kept; to the left is a cheerful waiting room. He next moves on to a lavatory where he voids and passes the urine specimen through a hatch to a nurse who checks the specific gravity, tests for albumin and sugar, and prepares a sample for microscopy by the doctor. The patient then goes to one of four identical consulting rooms for interrogation and clinical examination. After examination the patient may be ready to return home for treatment by his family doctor, or to proceed to radiological examination, or to endoscopy.
The diagnostic facilities consist of three rooms all equipped with motor-driven ceiling-suspension X-ray tubes. In two of these rooms there is a cystoscopic X-ray table, and in the third a tilting table where an image intensifier and television monitor are to be installed. Opposite these rooms, with their accompanying dark-room, are a sterilizing room and sluice, and two recovery bays of four beds each with changing rooms and lockers for out-patients. So much urological work can be done on out-patients that many need go no further through the department; but those requiring inpatient treatment or operation are, of course, admitted to a bed in the main building, where there are 15 single rooms, and the wards are broken into small groups of beds. Ambulant patients have a day-room where they can watch television and read.
The old operating theatre has been made into a treatment room for in-patients, and the new theatre has most of the amenities needed.
Two details of organization which need careful planning are (1) the supply of sterile water, and (2) the departmental sterilization service.
(1) Supplies of sterile water are needed in the operating theatre and in the diagnostic section for all endoscopic work. The Rothwell system was rejected by our engineering advisers and we have a tank of 100 gallon capacity in which tap water can be sterilized by steam, and cooled by circulating pipes. The sterile water is led by pipes, which are sterilized by live steam, to the rooms where it is required and delivered under the floor to the table. The water is delivered to the bladder of the patient lying on the table at any required pressure, pre-adjusted by a control valve on a wall dial, working a compressor. The pressure is independent of the height of the table and self-adjusting. For the operating theatre a second smaller tank contains isotonic solution for prostatic resections, and this is delivered through a similar system of pipes.
(2) As the hospital has no central sterile supply unit, we pack our own requirements in cardboard boxes; these are sterilized by the theatre staff daily, or as required, in a high-speed autoclave.
The arrangements I have described work well and seem easy now, but during the three years it took to complete the building we continued to work under great difficulties, moving from one part of the unit to another, each step being phased with the contractors. This was a time of considerable trial for all the staff, whose forbearance I would like to acknowledge, for by looking ahead to the goal we were trying to reach they cheerfully overcame the difficulties.
Mr K E D Shuttleworth (St Thomas's Hospital, London) The problem in the south is not so much to decide what type of genito-urinary unit to build, but rather to establish urology as a specialty on a sufficiently firm basis, from which units such as have been described can be considered.
The experience of Mr T W Mimpriss and myself is in some ways a common one, because in London it is at the moment customary in most University hospitals to appoint surgeons as general surgeons with an interest in some particular aspect of surgery, and until urology receives far more recognition in the south than it does at present, this is likely to continue. I personally feel that this is archaic as it continues the era of surgical amateurism when one's special interest was something of a hobby. I now believe that a well-trained urologist who covers the whole technical field of urological surgery, from all endoscopic procedures to vascular anastomoses, and who has a physiological rather than anatomical conception of renal function, is unable to maintain a sufficiently high standard in his field unless he confines his time and energies entirely to urology. In practice most urologists in London do confine their activities to urology but often masquerade under the title of general surgeon. This deception would be excusable if it were not for two results:
First, as we found at St Thomas's in planning the new hospital, it is impossible to form units such as have been described without a full specialist recognition. Secondly, and more important, it is impossible to train surgeons adequately in this specialty unless there are sufficient vacancies for urologists when their training is complete. It is not my function to discuss the training of urologists, but I would emphasize that the men who work in the urological departments are far more important than the bricks and mortar surrounding them. 
